Objectives: This article describes the Care coordination through Emergency Department, Residential Aged Care and Primary Health Collaboration (CEDRiC) project. Methods: CEDRiC is designed to improve the health outcomes for older people with an acute illness. It attempts this via enhanced primary care in residential aged care facilities, focused and streamlined care in the emergency department and enhanced intersectoral communication and referral. Results: Implementing this approach has the potential to decrease inappropriate hospital admissions while improving care for older people in residential aged care and community settings. Conclusion: This article discusses an innovative way of caring for older adults in an ageing population utilising the existing evidence. A formal evaluation is currently underway.
Introduction
As people age, there is an increased risk of developing chronic illness, cognitive deficit and frailty [1] . In Australia, emergency department (ED) presentations of persons aged 65 years and above from community and residential aged care are reported at more than 20% of total presentations [2] . Despite this high presentation rate, ED staff do not have specific geriatric assessment skills [3] and the incorrect medical diagnosis of older people is reported to be around 12% [3] . This correlates with an increased hospital length of stay [4] with subsequent increases in health system costs and decrease in quality-of-life outcomes for patients.
Innovations designed to improve care for older people in their place of residence, in either the community or residential aged care facilities (RACFs), can assist in decreasing the iatrogenic complications of inappropriate hospital transfer when transfer can be avoided [3, 5] . The need for transfer to the ED by the older person is influenced by multiple interrelated factors. These include the perceived urgency of their condition, ability to access primary healthcare services such as general practitioners (GPs) and the affordability of primary care [6] .
In Australia, funding for RACFs and primary care in the community lies with the Commonwealth Government, while the public hospitals are funded by the State Governments. This division of funding sources creates an added incentive to develop projects that can bridge this divide and be sustainable across both sectors. This article describes the Care coordination through Emergency Department, Residential Aged Care and Primary Health Collaboration (CEDRiC) project, developed to address these funding issues while providing quality health care for older people living in both RACFs and the community.
CEDRiC project
The CEDRiC project began in 2013 in response to high hospital admission rates of acutely unwell older adults presenting to a regional ED in South East Queensland. The project built on the designs of the previous interventions such as the Triage and Rapid Elderly Assessment Team, Aged Care Emergency (ACE) service, models undertaking comprehensive geriatric assessment (CGA) in the ED, the Geriatric Nurse Liaison Model and assessment of older patient flow in the ED leading to the establishment of a frailty unit [7] [8] [9] [10] [11] [12] that reported improved outcomes. Several issues were identified from these earlier studies that needed to be addressed in developing an improved model of care. These included the following: supporting the provision of additional clinical resources within RACFs; promotion of Advance Care Directives (ACDs) and End of Life Pathways for palliative care [7] ; rapid older person assessment and CGA in the ED [8] ; and enhanced education in gerontology care [9] [10] [11] [12] . These issues were considered, modified and incorporated into the CEDRiC project. Utilising a systemwide approach to care for older people, the project was delivered via two geographically separate services. These were the Geriatric Emergency Department Intervention (GEDI) based in the ED at the local regional hospital and the Health Intervention Program for Seniors (HIPS) within several RACFs operated by one provider across different locations within the same region. The nurses providing these services communicated with GPs and health professionals from the existing services offered under the umbrella of community health: community gerontology; rapid response community discharge liaison; and the Aged Care Assessment Team (Figure 1 ). Importantly, HIPS and GEDI communicate and collaborate with each other but operate independently. This was necessary to address the issue of cost shifting between services that are funded by different levels of Government in Australia. 
Methods

Geriatric Emergency Department Intervention
Geriatric Emergency Department Intervention is a nurseled and physician championed the intervention delivered in the ED. The role of the GEDI ED physician is to: (i) facilitate implementation; (ii) identify areas the GEDI nurses can support the medical team to enable timely assessment; and (iii) promote a culture of change towards care of the older person in the ED. This role is crucial in embedding GEDI not only into the ED but also to the wider hospital community and is a unique feature of GEDI.
Interventions built into GEDI were derived from the literature and included the following: (i) Combined senior medical review; (ii) comprehensive geriatric assessment and supported discharge [8] ; (iii) ED staff education in geriatric emergency medicine and nursing care; and (iv) implementation of care pathways in common geriatric syndromes [12] . Interventions such as these were included as they have demonstrated improvements in reducing length of stay, hospital admission and complication rates in older adults [8, [10] [11] [12] [13] [14] .
The GEDI nursing team is led by a clinical nurse consultant providing clinical expertise, management of the team, implementation of policy and procedure around GEDI and facilitation of the model into the ED. The responsibilities of the GEDI team include clinical expertise, collaboration, rapid assessment and management of older persons, provision of simple point of contact in the ED, provision of education for ED staff, facilitation of discharge and direct referral to inpatient and community services [15] . Two GEDI clinical nurses are rostered to the ED on overlapping shifts from 07:00 to 17:30 Monday to Friday and one nurse 07:00 to 15:30 on weekends. These clinical nurses provide a clear communication pathway both internally and externally: internally between different service providers in the ED and hospital and externally to the community and RACF-based services. The GEDI nurses aim to see every patient presenting from a RACF and screen all non-RACF residents aged 70 years and above to identify those who are frail and can be prioritised for discharge or admission. The role of the GEDI nurse is to gather relevant clinical information to contribute to disposition planning with the medical team. This includes information from the patient, family and carer in the ED to ensure they are actively engaged in decisions that affect their health. Such information contributes to medical disposition planning via shared decision-making where the patient, family and carer are provided with at least two medically reasonable options and the decision centres on patient and carer values and preferences [16] . The shared decision-making aims to prevent the potential complications for frail older people that often result from being transferred to hospital [7, 17] .
If the GEDI team identify the older person is at high risk of requiring the ongoing interventions, a targeted geriatric assessment is undertaken. This distinguishes the degree of functional, social and/or cognitive impairment including recognition of delirium. For persons who are assessed as being at risk of poor short-term outcomes, such as functional decline and unanticipated ED re-presentations, the GEDI nurse engages additional emergency physician, geriatrician, allied health or nursing intervention. Examples of unanticipated ED re-presentations include the following: uncontrolled pain, functional decline, or recurring symptoms related to acute or chronic disease. For those who require admission, the GEDI team provides guidance and facilitates the selection of the most appropriate admission pathway, for example direct admission to orthopaedics or gerontology [15] .
Health Intervention Program for Seniors
The HIPS component of CEDRiC utilised a nurse practitioner candidate (NPC) to provide comprehensive assessment, communication of acute care needs to the GP and to facilitate care within the RACF with existing staff. This aimed to foster the development of a collegial relationship between the NPC, GPs and RACF staff. This approach provided GPs with the opportunity to review the clinical skills and work ethic of the NPC throughout the developmental phase of the CEDRiC project. The aims of this approach were to:
• prevent the GPs potentially viewing the role as competition to their existing service as the NPC is unable to bill the national insurance scheme, Medicare;
• enable the NPC to demonstrate the skill set of the role and develop a professional relationship, centred on trust, with GPs;
• facilitate close supportive relationships between the NPC, geriatricians and ED physicians who provide mentorship, additional practicum placement for the NPC, weekly case review and professional development opportunities;
• provide comprehensive assessment, communication of acute care needs to the GP and to facilitate care within the facility with the existing staff; and
• facilitate organisational change management processes.
In Australia, the Masters-level qualification that prepares the candidate for endorsement as a nurse practitioner (NP) can be studied full or part time and will require at least 1.5 years of full-time study. During this time, the NPC will begin to develop professional relationships with the GPs who visit the RACF. This will underpin the development of the collaborative agreements between the GPs and the NP that are necessary for practice. These agreements are required so that the NP can access Medicare billing rights. The HIPS NPC role consists of both clinical and administrative responsibilities are listed in Table 1 . Once endorsement and employment as an NP is achieved, the scope of practice increases to include prescribing of medications and ordering appropriate diagnostic tests and interventions. Within CEDRiC, the role of the NPC is to work with GPs to provide primary care for acutely unwell residents. The NPC works Monday to Friday from 7 am until 4 pm reviewing residents across several sites.
The existing interventions in RACFs designed to reduce hospital transfer include the implementation of clinical pathways within RACFs [7] , the implementation of advanced clinical roles (such as NPs) within RACFs [18] and, more recently, the ACE service providing a combination of strategies [19] . Overwhelmingly, the successful elements from these studies were focussed on ACD in aged care facilities, implementation of NPs and better collaboration and communication between RACFs, GPs and EDs. These elements were built into the NPC primary care role.
Results
Service coordination A critical feature of the CEDRiC project is the coordination of care between the HIPS NPC and the GEDI team which relies on enhanced communication strategies. In instances where an aged care resident is acutely unwell and unable to be cared for in the aged care facility, the NPC communicates with the GP, other primary health-care providers and the GEDI team to determine the best course of action and treatment. Should hospital transfer be required, the NPC coordinates the goals of transfer with the GEDI team. This enables streamlining of the interfacility transfer and subsequent assessment and admission processes through the ED.
The GEDI team facilitates professional education and clinical experience in the ED for the NPC during the candidacy phase to enhance the acquisition of skill base and knowledge of the ED setting. The acquisition of this knowledge and skill base is then translated into practice within the RACF promoting opportunity for the upskilling of the existing RACF staff. Mentoring and supported decision-making by the GEDI team enables the NPC to identify deterioration in the resident at an early stage so that more timely interventions can be implemented in the RACF to reduce unnecessary hospital admissions. Such interaction is pivotal in CEDRiC to build capacity and support for NP candidacy and improve communication and links between the RACF and local hospital and health services.
Discussion
Lessons learned and policy implications As CEDRiC has developed, challenges have been faced and addressed. The biggest challenge for the CEDRiC project has been establishing commitment with the key staff in clinical areas, health service management and executive. Implementing practice change into clinical areas and organisations is a process requiring time, repeated exposure to the innovation, education and feedback on the successes and challenges [20] . To facilitate this, increased dissemination of information about the CEDRiC project including HIPS and GEDI, within the clinical areas, has occurred to facilitate awareness of the innovations. Communication strategies included the following: (i) Development of brochures; (ii) staff education sessions; (iii) utilisation of highvisibility bright pink shirts; and (iv) a GEDI communication board. The communication board displayed CEDRiC statistics, regular intervention updates, research-based literature on emergency geriatric care and an open forum area for staff feedback on service improvement. In the RACF, important elements for establishing commitment included the following: (i) Staff familiarisation meetings with the NPC; (ii) staff education; and (iii) ensuring the NPC did not assume responsibility for the care of acutely unwell residents but rather supplemented and supported primary carers. In this way, RACF staff upskill and become more confident with the care they provide.
Clinical staffing has been challenging. The right mix of staff to cope with both the complexities of care of the older person and the fast-paced environment of the ED is an issue for the GEDI team. The choice of a NPC for HIPS rather than commencing with an endorsed NP supports an increasing acceptance by GPs and improving acceptance of the role with the existing care staff of the facility. However, there were disadvantages associated with the NPC not being able to prescribe medication or bill for service delivery via Medicare. For example, some delays in the prescription of medication or lack of access to GPs resulted in hospital transfer that might have been avoided had the HIPs service been able • Identification of deteriorating older people, assessment and diagnosis of conditions of older people;
• Collaboration with GPs for more timely interventions enabled through more comprehensive clinical assessment of RACF residents;
• Provision of early intervention for older people whose clinical condition is deteriorating in consultation with the GP;
• Promotion of Advance Care Planning.
Administrative responsibilities
• Facilitation and establishment of policies and procedures relative to the role;
• Creation of clinical pathways for the deterioration of chronic disease and other common conditions that often lead to avoidable hospitalisation;
• Provision of formal education of care staff and clinical team members;
• One-on-one impromptu education of care staff and clinical team members;
• Upskilling of clinical team members through discussions and conveying tacit knowledge in the context of care;
• Professional education/clinical exposure in ED to enhance skill base and knowledge of the ED setting for translation into practice within the aged care service setting.
to prescribe medications or commence treatments at the same level as a NP. Once the NPC is endorsed, it is hoped the transition to NP will further enhance service delivery.
Establishing and maintaining funding for the interventions has required extensive efforts from the collaborating team. Ongoing research evaluation aims to provide further evidence of improved patient/resident outcomes and cost saving to create an environment for sustainability of the services. However, cost saving at the health service, funded by the State Government, does not equate to income gained for the aged care facility, which is funded by the Commonwealth. This siloed health funding model in Australia adds complexity to the developing cross-sectorial interventions. Increasing discharges from the ED potentially increases the use of community support services with cost consequences. Robust evidence is required to increase the awareness of where health-care costs can be redistributed effectively. Policy change and government support for successful, cost-effective models is required.
Further research to determine the evidence-based interventions that can improve the care of the acutely unwell older person in the primary care setting to avoid transfer where appropriate and in the ED is essential. Once such interventions are positively evaluated, implementation into other health services can occur ensuring quality services are available to all older adults.
Conclusion
The CEDRiC project aims to improve the care of frail older adults. The teams involved in HIPS and GEDI work collaboratively with the older person's usual GP who remains the cornerstone of their health care. Additional community health and primary care services are implemented, as needed, to improve acute care of the older person. It is hoped that the professional and collaborative affiliations made during the development of CEDRiC and the evaluative research project underway will provide the evidence and support the structures required to successfully translate this project and share the vision of improved health-care services for older people. The increased collaboration, knowledge and skills of the clinical and multidisciplinary teams will also benefit from this vision.
